amyloidosis (Clinico-Pathological Conference 1968) . ECG was of generalized low voltage with nonspecific T-wave inversion. X-rays: Chest: cardiac enlargement with pulmonary cedema. Skull: multiple lytic areas. Spine: partial collapse of L2 vertebra.
Bone marrow had 50% infiltration with atypical plasma cells. Rectal biopsy showed extensive infiltration with amyloid of the pericollagenic type.
A diagnosis was therefore made of yG myelomatosis with secondary amyloidosis. Biopsy evidence was obtained from the rectum and it was presumed that both the heart and kidneys were involved causing congestive cardiac failure and nephrotic syndrome. She was treated with digitalis, used carefully in view of the known risk of arrhythmias (Cohen 1967) , and with diuretics. The cedema cleared and the ESR rose to 96 mm in 1 h.
Discussionl
This patient illustrates an unusual presentation of myelomatosis although amyloidosis is a wellrecognized complication. It is said to occur in 5-10% of cases (Cohen 1967 ) but there has not been a good post-mortem series using modem techniques such as Congo red with dichroism together with paraprotein typing. However, amyloidosis is rare in association with yG myeloma and only a few cases have been described (Hobbs et al. 1966) . It is also rare to have such generalized amyloid without involvement of the tongue or evidence of carpal tunnel syndrome.
Cardiac involvement is recorded in 80% of primary, 90 % of myelomatous and 60 % of secondary amyloidosis (Cohen 1967 ) and there is a rare familial form unassociated with paraproteins (Frederiksen et al. 1962) . Microscopically there are two common distributions of cardiac amyloid: that mainly involving coronary vessels and that infiltrating throughout the epicardium, although these types may overlap. The first may be an incidental finding or may present as myocardial ischmmia or with cardiac arrhythmias. The second has the clinical picture of constrictive pericarditis with a low voltage ECG. This may also be associated with ischmmic changes and disorders of conduction. The prognosis is poor in both types and in this patient treatment of the myelomatosis, even if successful, can only hope to prevent further progression of the amyloidosis.
Dr J R Hobbs (Royal Postgraduate Medical School, London) said that this was the fifth patient seen with myelomatosis and amyloidosis of the heart, here suggested by the coincidence with nephrotic syndrome and congestive cardiac failure. Congo red could give poor results with myelomatous amyloid (Hobbs & Morgan 1963) . Using thioflavine-T, Fig 1 showed the heart of one patient with macroglossia and carpal tunnel syndrome, who had had cardiac ischemia yet only showed involvement of the coronary walls. Fig 2 showed how, in, the second and third patients, amyloid deposition had begun in the epicardium and gradually encroached on the myocardium. The fourth patient had shown the myocardial syncytium completely encased by epicardial amyloidosis, already illustrated in a similar case with primary amyloidosis (Hobbs & Morgan 1963 
